Background: Acute neurological emergencies in pregnant and postpartum women could be caused by exacerbation of a pre existing neurological condition (eg, multiple sclerosis or a seizure disorder), initial presentation of a non pregnancy related problem (eg, brain neoplasm) or pregnancy and postpartum related problems (eg, preeclampsia, eclampsia & PRES). Objective: Assessment of acute neurological emergencies during pregnancy and postpartum in a sample of Upper Egypt women for early diagnosis and proper management. Study design: It was a cross-sectional descriptive epidemiological study. Place and Duration of Study: This study was carried out at Sohag teaching hospital from 1st June 2014 to 31th May 2016. Materials and Methods: This study was applied for women during pregnancy and postpartum period (up to six weeks after delivery according to ICD-9) suffering from acute neurological emergencies then underwent detailed medical and neurological history and examination, routine labs, specialized labs, radiological and neuro physiological investigations. Results: There were 320 women classified into two groups; pregnant group (232 of them (72.5%) and postpartum group (88 of them (27.5%). The frequencies of all data were; for age of less than 30 years were 192 women (60%); for age of 30 years and more were 128 women (40%). As regard to residence; women live in rural area were 148 (77.5%) while women live in urban area were 72 (22.5%). According to initial presenting symptoms; headache were 205 (64%); seizures were 92 (28.8%); motor system affection were 34 (10.6%); cranial nerves affection were 31 (9.7%); disturbed conscious level (DCL) were 103 (32%); aphasia were 4 (1.3%); unsteady gait 7 (2.2%); urinary retention were 1 (0.3%). As regard to risk factors; preeclampsia were 87 (27.2%); thrombophilia 17 (5.3%); rheumatic heart disease were 9 (2.8%); hypertension were 2 (0.6%); diabetes were 4 (1.3%); systemic infections were 6 (1.9%); lowering or stop AEDs were 3 (0.9%). As regard to final diagnosis; preeclampsia were 150 (46.9%); eclamptic fits were 58 (18.1%); strokes were 47 14.7%); post dural puncture headache were 14 (4.4%); posterior reversible encephalopathy syndrome were 10 (3.1%); trigeminal neuralgia were 7 ( 2.2%); bell's palsy were 6 (1.9%); carpal tunnel syndrome were 8 (2.5%); sciatic neuropathy were 2 (0.6%); guillian baree syndrome was 1(0.3%); multiple sclerosis were 3 (0.9%); idiopathic increased intracranial pressure were 3 (0.9%); epilepsy were 3 (0.9%); Chorea gravidarum were 2 ( 0.6%); idiopathic thrombotic thrombocytopenic purpura were1 (0.3%); viral encephalitis was1(0.3%); transverse myelitis was 1 (0.3%); frontal meningioma was 1(0.3%). Conclusion: Frequancy of acute neurological emergencies during pregnancy and postpartum in a sample of upper Egypt women were higher in patients whose age less than 30 years old and live in rural than patients whose age 30 years old or more and live in urban area. Headache and seizures are the commonest among initial presenting sysmptoms. Preeclampsia, thrombophilia and rheumatic heart disease are the commonest among risk factors. As regard to final diagnosis; preeclampsia , eclamptic fits and strokes are the commonest among final diagnosis.
INTRODUCTION
Acute neurological emergencies in pregnant and postpartum women could be caused by exacerbation of a preexisting neurological condition (e.g, multiple sclerosis or a seizure disorder) or by initial presentation of a non pregnancy related problem (e.g, brain neoplasm). Alternatively, patients can present with new acute onset neurological conditions that are either unique to or occur with increased frequency during and just after pregnancy (1) . If specific treatments are not started promptly, many of these conditions can result in morbidity or mortality in these young, usually previously healthy individuals. The approach most commonly used to assess many of these symptoms-non-contrast brain CT-is often nondiagnostic. If a patient has a poor outcome, the medical, social, and medico-legal impact is often high. For all these reasons, prompt diagnosis is imperative (1) . Raised oestrogen concentrations stimulate the production of clotting factors which increases the risk of thromboembolism; increased plasma and total blood volumes increase the risk of hypertension; and raised progesterone concentrations towards the end of pregnancy enhance venous distensibility and potential leakage from small blood vessels. The high oestrogen levels fall in the postpartum period. Combined these hormonal changes can result in leaky capillaries and vasogenic oedema (2) . Pregnant or post partum patients who present with persistent acute motor, sensory, or visual findings might have more serious causes and usually need urgent thorough investigations (3) . The hormonal changes accompanying the menstrual cycle, pregnancy, and the postpartum period are thought to be responsible for many headaches in women of reproductive age (4) . Pregnant women with new headaches must be screened for Preeclampsia (5, 6) . Patients with abrupt onset of a severe unusual headache a so called thunderclap headache need prompt investigation to exclude Subarachnoid heamorrhage (SAH), cerebral venous thrombosis (CVT), reversible vasoconstrictive syndrome (RCVS) and posterior reversible encephalopathy syndrome (PRES) (7) . Pregnant or post partum women with seizures can be grouped into three categories: first and most common, are patients with an established seizure disorder before pregnancy; second are patients with a new non pregnancy related seizure disorder, such as a new seizure from an undiagnosed brain tumour or hypoglycemia; third are patients with new seizures that are pregnancy related (caused by eclampsia, intracerebral heamorrhage (ICH), cerebral venous thrombosis (CVT), reversible vasoconstrictive syndrome (RCVS) or posterior reversible encephalopathy syndrome (PRES) (8) .
RESULTS
The study was carried out on three hundred and twenty patients classified into two groups, pregnant group (Two hundred Thirty two) and postpartum group (Eighty eight). As regard to age, residence, pregnancy stages and mode of delivery among pregnant and postpartum; there was statistically significant difference in age, pregnancy stages and mode of delivery between two groups (p<0.05) while there was no statistically differences in residence between two groups (p>0.05) (table 1). 
DISCUSSION
Acute neurological emergencies during pregnancy and postpartum were more common in rural than urban areas which is noticed in this study. This fact is proved by other investigators; Miguel et al., 2012. This may explained by law socioeconomic and educational level (10) . According to initial presenting symptoms, we found that headache (Secondary) was more common in pregnant than postpartum groups with statistically significant differences between two groups. Thus we agree with Jonathan Edlow et al., 2013; Men-Jean Lee et al., 2016 who found the same result. This explained by Physiologic changes induced by pregnancy, The hormonal changes accompanying the pregnancy are thought to be responsible for many headaches (1, 4) . As regard to seizures, we found that headache was common in postpartum than pregnant groups with statistically significant differences between two groups. Thus we agree with Sidorov, Feng & Caplan, 2011 who found the same result. This explained by raised progesterone concentrations towards the end of pregnancy and postpartum periods, PRES, stop or lowering antiepileptics (2) . According to risk factors, we found that preeclampsia was more common in pregnant than postpartum groups with statistically significant differences. Thus we agree with Kee-Hak Lim et al., 2016; Errol Norwitz et al., 2014.This explained by that preeclampsia occurs after 20 weeks' gestation and can present as late as 4-6 weeks post partum (11, 12) . As regard to rheumatic heart disease as risk factor, we found that R.H.D was more common in postpartum than pregnant groups with statistically significant differences. Thus we agree with Sahar Naderi & Russell Raymond, 2014. This explained by normal hemodynamic Changes During Pregnancy and postpartum (13) . As regard to thrombophilia as risk factor, we found that thrombophilia was common in postpartum than pregnant groups with statistically significant differences. Thus we agree with Alyshah Abdul Sultan, 2014. This explained by women with preeclampsia/eclampsia, BMI >30 kg/m2, postpartum infection, having cesarean delivery, cardiac diseases, varicose veins, preterm and stillbirth. VTE risk remained elevated for 6 weeks postpartum (14) . As regard to final diagnosis, we found that preeclampsia was more common in pregnant than postpartum groups with statistically significant differences. that preeclampsia occurs after 20 weeks' gestation and can present as late as 4-6 weeks post partum (11, 12) . Eclampsia was more common in pregnant than postpartum groups without statistically significant differences between two groups. We agree with Michael Ross , 2016. This explained by that eclampsia typically occurs during or after the 20th week of gestation or in the postpartum period (15) . As regard to strokes, we found that strokes were more common in postpartum than pregnant groups with statistically significant differences between two gruops. We agree with Men-Jean Lee et al. (4, 16) . As regard to postdural puncture headache, there was with statistically significant differences between two groups. We agree with Klein & Loder, 2010 who found the same result. This explained by low intracranial pressure due to a CSF leak and dural tears from labour-related pushing (17) . As regard to multiple sclerosis, we found that multiple sclerosis occured in postpartum group with statistically significant differences between two groups. We agree with Salemi et al., 2004 Who claimed that the suppression of MS seen during pregnancy may be more potent than that achieved with currently available treatments (18) . In this study, we found that epileptic fits occured in pregnant group without statistically significant differences between two groups. We agree with Aaron Caughey, Thomas Chih & Cheng Peng, 2015. This explained by the volume of distribution and the hepatic metabolism of AEDs are increased. This, along with decreased compliance with AEDs because of concerns about their effects on the fetus, stop or lowering antiepileptics leads to an increase in seizure frequency (19) . In this study, we found that Idiopathic increased intracranial pressure occured in pregnant group without statistically significant differences between two groups. Thus we agree with Glueck, Aregawi, Goldenberg et al, 2005 This explained by thrombophilia and hypofinrinolysis seen in high estrogen condition as in pregnancy or obesity lead to thrombosis of arachnoid villi and reduced CSF absorption (20) .
CONCLUSION
Frequancy of acute neurological emergencies during pregnancy and postpartum in a sample of upper Egypt women were higher in patients whose age less than 30 years old and live in rural than patients whose age 30 years old or more and live in urban area. Headache and seizures are the commonest among initial presenting sysmptoms. Preeclampsia, thrombophilia and rheumatic heart disease are the commonest among risk factors. As regard to final diagnosis; preeclampsia , eclamptic fits and strokes are the commonest among final diagnosis.
